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Abstract 
The number of children referred to the English child protection system and the numbers 
receiving home-based intervention or placed in out of home care have been rising in recent 
years. It is difficult to judge whether these changes indicate that thresholds for intervention 
are low or high, as we know little about the severity of the maltreatment that draws 
children into the child protection system in England. This study compared the histories, 
circumstances and pathways of children receiving quasi-compulsory home-based support 
(under a child protection plan) to those for children ever placed in out of home care. It 
collected detailed data from the social workers of 390 children and is the first UK study to 
include a standardised measure of the severity of maltreatment, the Modified 
Maltreatment Classification System (MMCS). It found that the vast majority of children had 
experienced multiple types of maltreatment, including at least one type of high severity, 
suggesting that thresholds for the use of child protection plans and placement were high. 
The strongest predictors of placement (as opposed to home-based support) were severity of 
maltreatment, being unborn or under one year old at referral, being disabled and 
experiencing physical abuse. Findings are discussed in the context of developments in policy 
and services under the English government’s austerity programme. 
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The number of children involved in the English child protection system has risen sharply 
since 2008, with an increase in referrals, investigations, child protection plans, applications 
for care and in children placed away from home (Department for Education, 2010, 
Department for Education, 2017a, Department for Education, 2017c). These developments 
have led to concern about the capacity of services to respond, especially in the context of 
funding pressures arising from the government’s austerity programme introduced in 2010. 
There are also concerns about the implications for children and families.  The rise in child 
protection activity may be an indicator of falling thresholds for intervention, which might 
result in some children being drawn into the child protection system without good reason. 
Alternatively, thresholds for intervention may be rising as agencies struggle to respond to 
increased demand, which may mean that some children fail to get the support they need. 
The picture is complicated by local variation, which has led to concerns that thresholds are 
set too low in some local authorities, leading to inappropriate referrals, and too high in 
others, leaving children at risk (National Audit Office, 2016). This paper examines thresholds 
for the use of two child protection interventions, comparing the histories and circumstances 
of maltreated children admitted to out of home care to those for others supported at home 
on a child protection plan.1  
2. Background to the study 
Changes in the number of children drawn into the child protection system are not new.  The 
number on child protection registers fell by 25% between 1994 and 2004 before gradually 
starting to rise again (Department for Education and Skills, 2004).2 Similarly, the population 
of children in out of home care fell more or less steadily from 1980, reaching a low point in 
1994 before rising again. The marked rise in children in out of home care from 2008 is 
therefore the continuation of a longer-term, albeit fluctuating, trend.  Changes in the size 
and composition of the care population from the mid-1960s to late 1980s were strongly, 
influenced by shifts in policy and institutional frameworks, especially in relation to youth 
offending, and also by high profile child deaths from abuse (Rowlands and Statham, 2009). 
Subsequent changes have been largely, though not solely, policy-driven. The Children Act 
1989 tightened the legal grounds and legal process for the removal of children and 
introduced the concept of pro-active family support, reframing the earlier concept of 
prevention introduced by the Children and Young Person’s Act 1963. This led to  a decline in 
the ‘flow’ of children into out of home care during the early 1990s, accompanied by a rise in 
the ‘stock’ of children in placement on the annual census date. The raising of thresholds for 
compulsory intervention by the 1989 Act meant that fewer children were entering care, but 
those who did were being admitted for more serious reasons and therefore staying longer 
(Rowlands and Statham, 2009, Department for Education and Skills, 2003).  
                                                     
1 Out of home care will be abbreviated as OHC and child protection plan will be referred to as CPP. 
2 Data on the years subsequent to 2004 were taken from the annual government statistics on children 
on the child protection register or (subsequently) on child protection plans, for the years 2005-2017. 
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Wider changes in child protection policy and practice have to some extent been driven by 
child deaths from abuse, which have been followed by the publication of Serious Case 
Reviews and in some cases by public inquiries (Parton, 1985, Lord Laming, 2003). The death 
of Baby Peter in 2007 received considerable media and government attention and led to a 
high profile official inquiry (Lord Laming, 2009).  Public scrutiny of the child protection 
system following Baby Peter’s death almost certainly contributed to the increase in referral 
and intervention from 2008, perhaps reflecting a shift to more cautious practice on behalf of 
referring agencies and social workers. However, Baby Peter’s death was unlikely to be the 
sole reason for the increases as these began several months before his death was made 
public (Macleod et al., 2010).  
There have been competing claims that the recent rise in investigation and intervention 
reflects improved recognition of need or, alternatively, unnecessary over-intervention in 
family life.  These debates echo long-standing concerns about thresholds for investigation 
and service provision. Studies conducted in the early 1990s reported that too many families 
were being placed on the child protection register without receiving the help they needed 
and, more recently, the Munro report argued that the child protection system had become 
risk-averse and called for a greater emphasis on providing early help (Gibbons et al., 1995a, 
Department of Health, 1995, Munro, 2011). Studies of  administrative data have similarly 
suggested that there is too much attention to investigation and risk management and too 
little to providing early support to families, with many children being drawn into the net of 
the child protection system as a result (Bilson and Martin, 2017, Hood et al., 2016). 
However, studies of local authority practice have argued that the rise in rates of 
intervention reflects improved recognition of need. They found evidence of greater 
attention to child sexual exploitation and long-standing neglect over the past few years, as 
well as a rise in referrals from the police concerning the impact of domestic violence on 
children (Brooks and Brocklehurst, 2010, Brooks and Brocklehurst, 2014, Macleod et al., 
2010).  
Without evidence of the severity of the maltreatment to which the child protection system 
responds, it is difficult to assess whether thresholds for intervention are either high or low. 
Although an epidemiological study has investigated risk factors for maltreatment 
(Sidebotham and Heron, 2006) and some studies have provided valuable evidence on the 
nature and extent of the maltreatment children experience (Brandon et al., 1999, Ward et 
al., 2006, Farmer and Owen, 1995), we have identified only two UK studies that have 
attempted to systematically measure maltreatment severity. One drew on agency ratings of 
physical abuse, categorising cases as fatal, serious or moderate, while another devised a 
simple measure of the severity of physical and sexual abuse (Gibbons et al., 1995b, Gibbons 
et al., 1995a). Furthermore, few UK studies have addressed the possibility that children may 
experience more than one type of maltreatment (Lutman and Farmer, 2013, Biehal et al., 
2015).  Some studies in the USA have used a standardised measure, the Modified 
maltreatment Classification System (MMCS), to investigate the severity of maltreatment, 
but their findings cannot be directly extrapolated to England due to the variation in policies, 
systems and wider contexts between the two countries   (Litrownik et al., 2005, English et 
al., 2015, English et al., 2005, Pears et al., 2013). 
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We therefore know little about the severity of maltreatment experienced by children in the 
English child protection system. Nor do we know whether, and how, maltreatment types 
and severity are associated with the use of different interventions. In particular, there has 
been very little research on the histories and circumstances of children who are supported 
at home on child protection plans. Without evidence of this kind, it is difficult to judge 
where thresholds for intervention lie. 
3. Aims and context for the study 
This paper presents initial findings from a wider study, which compared outcomes for 
children admitted to out of home care (OHC) to those for maltreated children (and those at 
high risk of maltreatment) who remained at home on a child protection plan. This article 
draws on the study’s extensive data on the histories, circumstances and pathways of these 
children in order to provide insights into recent thresholds for the use of child protection 
plans and OHC. It presents an analysis of: 
(a) Pathways into and through the child protection system for children referred before 
the age of eight years; 
(b) The histories and circumstances of children at risk of abuse or neglect who enter out 
of home care, compared to those for children assessed as at risk of maltreatment 
who remain at home on a Child Protection Plan. 
A Child Protection Plan (CPP) is a multi-agency plan, agreed at a child protection case 
conference, to address concerns about children’s safety and well-being and support them to 
remain at home (HM Government, 2015).  Although a CPP is not a compulsory intervention 
it is effectively a quasi-compulsory measure, as parents are undoubtedly aware that non-
compliance might potentially result in an application to the court to remove the child. CPPs 
are typically a short-to medium term measure, with over half lasting for six months or less 
and the vast majority for less than a year.  
It is important to note the wider context in which CPPs and OHC are used. Any child whose 
case is open to children’s services is defined as a child in need (CIN) and may therefore be 
eligible for family support services provided on a voluntary basis under s.17 of the Children 
Act 1989, although it is unclear how many actually receive these. In March 2017, 330 
children per 10,000 under-18 years old were recorded as children in need and, in just over 
half of these cases, the reason for referral was abuse or neglect. On that date, 43 children 
per 10,000 were on a CPP (13% of all CIN) and a further 62 per 10,000 were ‘looked after’ in 
OHC, of whom 61% were placed due to abuse or neglect (Department for Education, 2017c, 
Department for Education, 2017a). 
4. Design and methods 
The study was a natural experiment designed to compare histories and outcomes for two 
naturally occurring groups of children referred due to concerns about maltreatment before 
the age of eight years: those placed in OHC and those supported at home on a CPP and 
never admitted to OHC. It employed a catch-up design, linking administrative data from the 
date of the child’s initial referral (baseline), primary data from a survey of social workers and 
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interview data collected from the current caregivers of 390 children at follow-up. Median 
length of follow-up from date of initial referral to date of interview with the child’s caregiver 
was 5.1 years (range 11 months to 9.5 years). Median age at follow-up was 6.8 years 
(ranging from 2.5 - 9.8 years).  
4.1 Sampling 
This was a case study of a single local authority.  Our original plan was to identify and follow 
up maltreated children in a local cohort study, which had collected socio-economic and 
health data from the mothers of over 11,000 children during pregnancy. However, the plan 
changed when few cohort children placed on a CPP or in OHC were identified at 
recruitment. Instead, anonymised administrative data were used to identify all children 
born in the area between 1st September 2005 and 31st August 2012 who, by August 2014, 
had (a) been the subject of a CPP and/or (b) entered OHC due to maltreatment (n=1,801). 
The local authority provided updated administrative data on these children in August 2015. 
Children who had left care through adoption (n=278) or a special guardianship or residence 
order (n=124) and children who had died (n=4) were excluded. The final sampling frame 
(n=776) included all children currently in care (204) or reunified with their families by the 
date of recruitment (263), and a one-in-three random sample of the 928 children who had 
never been in OHC. 
Children were included in the sample once an interview was completed with their current 
caregiver (parent or foster carer). The final sample (n=390) comprised 216 children who had 
entered OHC before they were eight years old (including 92 reunified with families by the 
interview date) and 174 who had been the subject of a CPP but never entered OHC. 
Caregivers of the remaining children could not be interviewed due to contact details being 
out-of-date/inaccurate ((25.5% of sampling frame) or refusal (8.4%).  The sample was 
representative of children in the area who had been the subject of a CPP or entered OHC, as 
all entrants to OHC plus a random sample of those on CPPs but never in OHC were included 
in the sampling frame. Furthermore, the overall response rate of 50.3% was high for this 
population (81% for children in OHC at follow-up and 48% for those living with their 
families). Analysis of administrative data found no significant differences between those 
recruited/not recruited in relation to age at first referral and first intervention, sex, ethnicity 
and number of episodes of involvement with services.   
4.2 Data collection and ethics 
Data extracted from local administrative datasets were linked to primary data from social 
workers and caregivers. The survey company TNS-BMRB conducted face-to-face interviews 
with the current caregivers (parents, relatives or foster carers) of 390 children in 2015, 
which focused principally on the children’s current development and wellbeing. Data on 
children’s histories and current status were gathered via an online survey of social workers, 
who were advised to consult the children’s case files to avoid recall bias. Case file analysis 
was conducted if no social worker was available. This paper draws on our analysis of the 
survey and administrative data. 
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The social worker survey included a measure of maltreatment type and severity, the 
Modified Maltreatment Classification System (MMCS), a standardised instrument developed 
in the USA and used by the LONGSCAN group of studies and some others. Social workers 
were asked to indicate the highest severity of each type of abuse or neglect ever 
experienced by assigning each child a score on a scale ranging from zero (no experience of 
this type), 1 (lowest severity) to 5 (highest severity). To standardise scoring, the MMCS 
materials provide detailed guidance on grading the severity of each maltreatment type. For 
example, in relation to sexual abuse, the manual  states that exposing a child to ‘explicit 
sexual stimuli or activities, although the child is not directly involved’  should be coded as 1, 
engaging a child in’ mutual sexual touching’ should be coded as 3 and ‘forced intercourse or 
other forms of sexual penetration’ as 5 (English and the LONGSCAN investigators, 1997).3 
Similar ratings are provided for all types and sub-types of maltreatment. 
We then created a measure of maltreatment severity that took account of all four types. 
Various strategies have been used to create comprehensive scores using the MMCS, such as 
summing separate scores to create a total score  (Litrownik et al., 2005, Lau et al., 2005). 
However, with this approach a child exposed to severe maltreatment of just one type might 
have a lower total severity score than a child exposed to multiple types of low-severity 
maltreatment. Our own solution was simpler. We constructed a binary rating of severity for 
each child based on the highest MMCS score for any type of maltreatment experienced. A 
score of 3-5 for at least one type was taken to indicate high severity maltreatment and a 
maximum score of 2 for all types indicated less severe maltreatment. 
Ethical approval was given by the ethics committee of the University of York’s Department 
of Social Policy and Social Work. The local authority provided anonymised administrative 
data on the sample and forwarded recruitment materials and requests for consent to the 
sharing of contact details to caregivers on behalf of the study team. The researchers 
obtained written consent to interview and to data linkage. All data were anonymised and 
securely stored, consistent with national guidelines on data protection.  
4.3 Analysis   
Since some children may be the subject of a CPP at one point in their lives and enter OHC at 
another, we compared children ever placed in OHC to others who had a CPP but never 
entered OHC.  Chi-square tests were used to compare nominal data between groups and 
Mann-Whitney U tests to compare severity scores and other interval data.  
 
Two-step cluster analysis (a form of latent class analysis based on hierarchical clustering) 
was used to identify naturally occurring groups of children with different histories of 
maltreatment. The algorithm identifies groups of cases that exhibit similar response 
                                                     
3 Just three examples are provided here for illustration, but the MMCS manual provides ratings for 




patterns.  Typically, cases are assigned to the cluster with the nearest centre. Segment 
membership is then determined by the distance of the respondent to the closest non-noise 
cluster and to the noise cluster. The pre-cluster stage groups the respondents into several 
small clusters. The cluster stage uses the small clusters as input and groups them into larger 
clusters. Based on well-defined statistics, the procedure can automatically select the 
optimal number of clusters given the input variables. The "best" cluster solution was 
assessed using the Bayesian information criterion (BIC). The changes in BIC and changes in 
the distance measure were evaluated. The aim is to find the number of clusters at which the 
BIC becomes small and the change in BIC between adjacent number of clusters is small. The 
six-cluster model was identified as the best goodness of fit which had the highest value for 
the ratio of distance measures (3.095). In the seven-cluster model the ratio was 1.179.  
In order to measure the association level, crude odds ratio (OR) and the 95% corresponding 
test-based confidence interval (CI) were calculated using a logistic regression model where, 
if the probability of there being an association was <0.1 in the univariate analysis, then the 
variables were entered in the regression model. A p-value of <0.05 was considered to 
indicate statistical significance. Analyses were performed on IBM SPSS Statistics for 
Windows, Version 24.0.  
5. Results  
We compared 216 children who had ever entered out of home care due to concerns about 
maltreatment to 174 who had been the subject of a child protection plan and had not 
entered care by follow-up. For brevity, we refer to these as the ever in care and never in 
care groups. All were under the age of eight years old at the time of first referral. 
5.1 Child characteristics and circumstances at referral 
The study took place in a large metropolitan area with a high level of deprivation and an 
ethnically diverse population. Nearly two-thirds are white British and 20% are of South Asian 
(mainly Pakistani) origin, a three-generation community long-settled in the area. Gender 
and family structure were not associated with admission to OHC, but children of South Asian 
origin were less likely to be ever in care than white children (39%, compared to 57%, 
p=0.001,  X2 6.990, df1).  
Nearly one-quarter of the children (23%, 90) were disabled or had a serious long-term 
health condition. Their conditions included Foetal Alcohol Syndrome (FAS), Neo-Natal 
Abstinence Syndrome, sensory impairments, disabilities and other developmental delay. 
Half of these children experienced two or more conditions and for almost one in five (17), 
these difficulties were accompanied by serious health problems. Children with disabilities 
and/or health problems were significantly more likely to enter OHC (71% compared to 51% 
of those with no disability, p=0.001, X2 10.638, df1).  Qualitative data from social workers 
suggested that, for over one-third (31) of these children, their conditions may have been a 
consequence of neglect or physical abuse. This was clearly the case for the children born 
with FAS (17) or Neo-Natal Abstinence Syndrome (2). Others had a brain injury or sensory 
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impairment caused by shaking (3), serious health conditions exacerbated by medical neglect 
(7) or were reported to be developmentally delayed due to a lack of stimulation (2).4  
There were no significant group differences regarding the children’s caregivers at referral. 
Half were living with both parents at referral and one-quarter were living with a lone 
mother, as shown in Table 1.   
                                                     
4 These figures may be an underestimate details on the children’s disabilities or health were 
not provided for all of the children.  
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Table 1 Child characteristics and circumstances at referral by group  
 
 N (%) of  group never 
in care (n=174) 
N (%) of group     
ever in care (n=216) 
N (%)  of sample 
(n=390) 
Ethnic origin n=387 
White 110 (63) 143 (67) 253 (65) 
South Asian origin 44  (25) 28 (13) 72 (19) 
Mixed origin 20  (12) 35 (16) 55 (14) 
Black 0 7 (3) 7   (2) 
Sex n=390 
Female 85 (49) 102 (48) 187 (48) 
Male 89 (51) 114 (52) 203 (52) 
Disability and/or long-term health 
condition  n=351 
26 (15) 64 (30) 90 (23) 
Caregivers at referral n=390 
Both parents  97 (56) 99 (46) 196 (50) 
Lone mother  39 (22) 62 (29) 101 (26) 
Mother + partner  20 (12) 28 (13) 48 (12) 
Father  2 (1) 3 (1) 5 (1) 
Parent + relatives 11 (6) 10 (4) 21 (5) 
Grandparents 1 (1) 4 (2) 5 (1) 
Removed at birth 2 (1) 8 (4) 10 (3) 
Other 2 (1) 2 (1) 4 (1) 
Age group at 1st referral (n=390)    
Pre-birth 37 (21) 80 (37) 117 (30) 
0-11 months 40 (23) 55 (26) 95 (24) 
12-36 months 52 (30) 52 (24) 104 (27) 
37-60 months  35(20) 24 (11) 59 (15) 





5.2 Pathways through the child protection system  
Age at first referral ranged from pre-birth to just over seven years, as shown in Table 1, with 
a median age at referral of just 22 months (excluding unborn children). Over half were first 
referred when unborn or before they were one year old and over 80% by the time they 
were three years old. Many families were already known to services due to the previous 
maltreatment of siblings. Nearly one-fifth (39) of children ever in care had siblings who had 
previously been removed and in just over one-quarter (11) of these cases the sample child 
was removed at birth. Evidence from other English studies suggests that a substantial 
minority of children are removed in similar circumstances (Masson et al., 2008, Broadhurst 
et al., 2015).  
Nearly one-third (117) were initially referred pre-birth and, for  just under 40% of this group, 
the initial referral arose from concerns about neglect in utero due to drug or alcohol misuse. 
For some unborn children, referral was prompted by concerns about domestic violence, 
parent mental health or the maltreatment of siblings.  Only ten of the unborn children 
became the subject of a pre-birth CPP, with the majority were recorded solely as ‘children in 
need’. However, despite early assessment, 81% of those initially referred pre-birth 
subsequently went on to experience maltreatment and 68% were placed in OHC.  Few 
children referred as infants (under age one) were placed  on a CPP or in OHC solely due to 
the abuse or neglect of siblings as virtually all of this group themselves experienced 
maltreatment.  By the time they were 18 months old, a substantial minority had 
experienced neglect (27%), physical abuse (26%), emotional abuse (35%) and/or sexual 
abuse (2%).  
In many cases attempts had initially been made to support children in their families, as half 
(109) of those ever in care had been the subject of a CPP and in most cases the CPP had 
been tried first.  Recurring concerns led to multiple referrals for nearly half of the children, 
with 40% referred 2-4 times and 8% five or more times. Re-referral may have been 
prompted by changes in family circumstances and/or new information about the level of 
risk, but it is also possible that some cases were closed too rapidly, before problems had 
been fully identified or adequately addressed.  
Children referred pre-birth or before the age of one year were more likely to enter OHC 
than those referred at an older age (p=0.001, X2 17.570, df4). The high proportion of these 
children who entered OHC due to ill-treatment indicates that they remained at home for a 
time after birth, whereas children removed at or shortly after birth were more likely to have 
been adopted and therefore lost to the study. The majority (90%) of those ever in care had 
only a single admission and, for a substantial minority the experience of placement was 
fairly brief, as 9% were reunified with their families within one month and 20% within six 
months. However many stayed longer, with 56% spending two or more years in OHC (with a 
median total duration of all placements of 28 months).    
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5.3 Dimensions of maltreatment  
For 15% (60) of the children there was no recorded maltreatment. For most of this group 
concerns centred on parental substance misuse, domestic violence and/or mental health 
problems and in half of these cases siblings had been maltreated.   
Data on lifetime maltreatment were collected for the 330 children with recorded abuse or 
neglect. Consistent with national data on CPPs, neglect and emotional abuse were by far the 
most common types, followed by physical and then sexual abuse, as shown in Table 2 
(Department for Education, 2017a). 
Table 2 Types of maltreatment by group n=330 
Type n (%) of group never 
in care (n=142) 
n (% of group ever 
in care (n=188) 
Total n (%) 
with each type  
Severity by type 
Mean (SD)  
Neglect 108 (76) 161 (86) 269 (82) 3.03 (1.266) 
Emotional abuse 109 (77) 135 (72) 244 (74) 3.05 (1.108) 
Physical abuse 53 (37) 93 (50) 146 (44) 2.53 (1.238) 
Sexual abuse 15 (11) 13 (7) 28 (8) 2.18 (1.124) 
Children of South Asian origin were less likely to experience neglect, which was reported for 
62% of them compared to 86% of white children (p <0.001, X2 17.105, df1).Nearly three-
quarters (71%) of the children had experienced multiple types of maltreatment: 38% 
experienced two types, 29% experienced three and 4% experienced all four. However, the 
number of types was not associated with the likelihood of placement.  
The study used the Modified Maltreatment Classification System (MMCS) to measure the 
severity of the maltreatment experienced by each child, as outlined in section 4.2.  Using 
the MMCS coding scheme, the highest severity of each type of maltreatment ever 
experienced was rated on a scale ranging from zero (no experience of this type), 1 (lowest 
severity) to 5 (highest severity),  (English, 1997). The 60 children with no recorded 
maltreatment assigned scores of zero for all types. As Table 2 shows, mean severity scores 
were higher for neglect and emotional abuse than for physical or sexual abuse.  
A binary rating of severity was constructed to provide a ‘highest severity’ score for each of 
the 330 children with recorded maltreatment based on the highest MMCS score assigned, as 
described in Section 4.2. A score of 3-5 for at least one type was taken to indicate high 
severity maltreatment while a score of 1- 2 for all types indicated less severe maltreatment. 
The vast majority (82%) experienced high severity maltreatment of at least one type (rated 
3-5 on the MMCS) and 50% experienced at least one type of very high severity (rated 4-5). 
Over 60% of the children initially referred pre-birth went on to experience severe 
maltreatment, which may help to explain the high rate of placement for this group.  
Among those with recorded maltreatment, children ever in care were more likely to have 
experienced neglect and physical abuse than those never in care (p=0.028, X2 4.836, df1 for 
physical abuse and p=0.026, X2 4.929, df1 for neglect).  They were also more likely to 
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experience maltreatment that was severe, as for 88% of the ever in care group the abuse 
and/or neglect was rated 3-5 on the MMCS, compared to 74% for those never in care (p< 
0.001, X2 11.645, df1).  In particular, children ever in care had significantly higher ratings for 
physical abuse (p=0.031) and neglect (p<0.001). 
5.4 Profiles of maltreatment  
The next step was to identify the constellations of maltreatment type and severity 
experienced by the children. A two-step cluster analysis was run on the types and severity of 
maltreatment experienced by each child to identify naturally occurring groups of maltreated 
children, including those with no recorded maltreatment (as outlined in section 4.2). This 
identified six mutually exclusive clusters of children with similar patterns of maltreatment 
type and severity, as shown in Figure 1.  
Figure 1 Clusters of maltreatment types Per cent (n=390)  
 
Children were more likely to enter OHC if they experienced both severe neglect and severe 
emotional abuse (Cluster 2) or severe physical abuse, severe neglect and severe emotional 
abuse (Cluster 3). They were less likely to be admitted if they experienced severe emotional 
abuse in the absence of other severe maltreatment (Cluster 4) or no/low severity 
maltreatment (Cluster 6, 75% of whom had no recorded maltreatment) (p=0.001, X2 20.884, 
df5).  
5.5 Parent circumstances  
The children’s parents had experienced a complex set of often co-occurring difficulties. 
There were concerns about parental substance misuse in relation to over half of the 
children, with three-quarters of parents reported to misuse both drugs and alcohol. 
Domestic violence was even more common, reported in two-thirds of all cases. Over one-
third of parents had mental health difficulties, most commonly depression and anxiety 
(reported for 62% and 30% of parents with mental health difficulties respectively), with 
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cases. In 80% of cases there were multiple family difficulties, often a combination of 
domestic violence with substance misuse and/or mental health difficulties.  The proportions 
of cases with reported drug or alcohol misuse or mental health difficulties were significantly 
higher for the ever in care group, as shown in Table 3.  
Table 3 Parental difficulties by admission to care n=390 
 n (%) of children 
never in care (n=174) 
n (%) of children ever 
in care (n=216) 
Total n=390 P (X2) 
Mental health  54 (33) 84 (44) 138 (39) 0.033 (4.547) 
Drug misuse 60 (37) 100 (52) 160 (45) 0.005 (7.768) 
Alcohol misuse 63 (39) 104 (53) 104 (53) 0010 (6.625) 
Physical  health 24 (14) 45 (21) 69 (18) 0.52 (3.785) 
Learning 
difficulties 
16 (10) 30 (16) 38 (10) ns 
Domestic violence 108 (66) 126 (64) 234 (65) ns 
As previous studies have found, children whose parents had mental health or substance 
misuse problems were more likely to enter OHC (Simkiss et al., 2013).  Over 90% of children 
whose parents misused alcohol or drugs experienced neglect, which was strongly associated 
with both types of substance misuse (p<0.001, X2 24.566, df1 for alcohol; p<0.001, X2 
28.087, df1 for drugs). There was also an association between parental alcohol misuse and 
ethnicity, with concerns about parental alcohol misuse reported for far fewer South Asian 
children (17%) than white children (55%). The same was true for parental drug misuse , 
reported for 24% South Asian children compared to 50% of white children (p<0.001, X2 
30.290, df1 for alcohol; p<0.001, X217.105, df1 for drugs). Children whose parents were 
misusing drugs or alcohol had higher scores for maltreatment severity (p<0.001,X2 17.943, 
df1) and, perhaps partly because parental substance misuse was less common for the South 
Asian children, these had lower severity scores than other children (p=0.022, X25.213, df1).   
Previous research has suggested that parents with learning difficulties are over-represented 
among parents involved in applications for care (Booth et al., 2005). Learning difficulties 
were reported in relation to 10% of parents, as shown in Table 3, but there was no 
association between these having these difficulties and the likelihood that the child would 
be admitted to care rather than supported at home on a CPP. 
5.6 Admission to out-of-home care  
All child and family factors that were significantly associated with admission to OHC in 
univariate analyses were entered into an equation using binary logistic regression (Enter 
method), with ever in care/never in care as the dependent variable. The strongest predictor 
of admission to OHC was maltreatment severity. High severity maltreatment (i.e. rated 3-5 
on the MMCS) multiplied the odds of admission by almost four and child disability/serious 
health problems and physical abuse each multiplied the odds of admission by roughly two. 
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Younger age at first referral remained a significant predictor of admission in the final model, 
with children first referred at age one or over less likely to enter OHC than those first 
referred pre-birth or when under one year old. This model explained 24% of the variance in 
the likelihood of admission to OHC for children referred due to concerns about 
maltreatment (Nagelkerke R2 .242).5  
Table 4  Logistic regression model with ever in care/never in care as dependent variable 
n=330 
 p Odds ratio [Exp(B)] 
95% C.I.for EXP(B) 
Lower Upper 
 Severity score on MMCS (1-2 or 3-5) .000 3.973 1.835 8.600 
Disability/health condition .014 2.186 1.175 4.066 
Physical abuse .040 1.853 1.027 3.341 
Unborn at  1st referral  .000    
age 0-11 months) at 1st referral .162 .572 .261 1.251 
age 12-36 months at 1st referral .002 .301 .140 .647 
age 37-60 months at 1st referral .000 .139 .056 .349 
age 61months & over at 1st referral .043 .209 .046 .950 
South Asian or other ethnicity .106 .540 .256 1.139 
Parent alcohol or drug misuse .885 .955 .514 1.775 
Parental mental health .283 1.356 .778 2.361 
Neglect  .259 1.523 .734 3.160 
 
The associations of parental substance misuse and ethnicity with admission to OHC found in 
univariate analyses were no longer statistically significant once other factors were 
controlled for, perhaps because their impact on the likelihood of admission was masked by 
maltreatment severity. As we saw in section 5.5, children whose parents misused alcohol or 
drugs were more likely to experience severe maltreatment. The parents of children of South 
Asian origin were less likely to misuse alcohol or drugs and, on average, their children had 
lower scores for the severity of maltreatment.  
6. Discussion 
This study provides new evidence on the histories, circumstances and pathways of children 
placed on CPPs or in OHC and provides insights into thresholds for the use of these 
interventions.  The severity of the abuse and neglect experienced by 82% of the children  
and the multiple types of  maltreatment experienced by over 70% of them suggests that 
thresholds for the use of CPPs and for placement in OHC were high in the case study 
authority.  Although maltreatment severity has been investigated in the USA and high rates 
                                                     
5 When the six cluster categories were substituted for the separate maltreatment types and  MMCS severity 
scores, no clear pattern was identified. 
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of poly-victimisation have been reported there, these issues have received barely any 
attention in the UK (Finkelhor et al., 2007, Pears et al., 2008, Wade et al., 2011, Kim et al., 
2016, Lau et al., 2005, Radford et al., 2013, Cecil et al., 2017). The greater likelihood that 
children ever in care had experienced high severity maltreatment (88%) compared to those 
never in care (74%) suggests, as we might anticipate, that the threshold for placing children 
away from home was even higher than that for CPPs. Once other significant factors were 
taken into account, the strongest predictor of admission to OHC was maltreatment severity. 
UK studies that have analysed detailed case-level data have similarly reported high 
thresholds for intervention. They found that placement used very much as a last resort and 
identified no evidence that children were placed in OHC without good reason (Masson, 
2008, Masson et al., 2013). Of course, maltreatment severity is not the only driver of 
decisions about intervention, as assessments of future risk are also critical, irrespective of 
whether children have themselves experienced abuse or neglect. Nevertheless, if thresholds 
for intervention were low we would expect to find a substantial proportion of children with 
histories of low severity maltreatment among those on CPPs or in OHC, which was not the 
case. 
Experience of physical abuse almost doubled the odds that children would enter OHC, 
despite the fact that mean MMCS scores for the severity of physical abuse were lower than 
those for neglect and emotional abuse. The latter forms of maltreatment are typically 
chronic and, in the absence of an obvious trigger for action, thresholds for intervention may 
be higher. This was especially true in relation to placement, as ratings for the severity of 
neglect were significantly higher for children ever in care. The adversarial nature of care 
proceedings in England means that there is often a focus on evidence of specific incidents,  
but critical incidents are less likely to feature in cases of chronic neglect and emotional 
abuse (Farmer and Owen, 1995, Dickens, 2007). 
A significant amount of child protection activity in England involves assessments of risk to 
unborn or newborn children (Farmer et al., 2011, Masson and Dickens, 2015, Masson et al., 
2008, Department for Education, 2017a). Assessment and intervention concerning unborn 
children in the sample in most cases took place on a voluntary basis. Assessment was often 
prompted by concerns about current risk to the child in utero due to maternal substance 
misuse but it was also prompted by concerns about potential risk due to the maltreatment 
of siblings or domestic violence.  In many cases these concerns about the risk of future harm 
were borne out, as over two-thirds of children initially referred pre-birth went on to 
experience abuse or neglect. Child disability is also known to be a risk factor for 
maltreatment (White et al., 2014, Taylor et al., 2016). However, according to social workers, 
for over one third of children who were disabled and/or had serious health problems, these 
conditions were a direct consequence of physical abuse or neglect or exacerbated by them. 
Our evidence therefore suggests that the association between disability and maltreatment 
may work in both directions. 
The lower rate of admission to OHC for children of South Asian origin was not unexpected as 
they are known to be under-represented in the care population (Owen and Statham, 2009). 
Our evidence suggests that this may be at least partly due to lower rates of parental 
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substance misuse among some South Asian communities. Children of South Asian origin 
comprised one-fifth of our sample and virtually all of them were from Pakistani (88%) or 
Bangladeshi (8%) backgrounds, so their parents were likely to be Muslim. The likelihood that 
their parents would drink alcohol was therefore lower than for the other children, as the 
consumption of alcohol is prohibited by Islam and research has found that Muslim men are 
less likely to drink alcohol than white-British men and those from Hindu and Sikh 
communities (Al-Ansari et al., 2016, Cochrane and Bal, 1990, Denscombe and Drucquer, 
2000). Substance misuse was strongly associated with neglect and, as we saw in section 5.3, 
children of South Asian origin were less likely to experience neglect. Furthermore, the 
neglect that some did experience was typically of lower severity than for white children.  
Since severe neglect was strongly associated with admission to OHC this, too, may help to 
explain the lower rate of admission for these children.  Our findings therefore suggest that 
the risk of admission to OHC for children of South Asian origin may, in Muslim communities, 
be modified by cultural attitudes to the use of alcohol. 
Consistent with previous research, parental substance misuse and mental health difficulties 
were found to be associated with an increased likelihood of placement in OHC  (English et 
al., 2015, Simkiss et al., 2013). However, types of parental difficulty per se were less likely to 
drive decisions regarding placement than the severity of maltreatment that children (or 
possibly their siblings) experienced, perceived age- or disability-related vulnerability and 
evidence of physical abuse, all of which are likely to influence  assessments of future risk. 
Once these factors were controlled for, associations between parental mental health or 
substance misuse and admission to OHC were no longer significant. As other studies have 
reported, the nature of parent difficulties per se appear less likely to influence decisions 
about placement than parental capacity and co-operation in tackling the problems leading 
to concerns (Masson et al., 2008, Platt and Turney, 2013, Brandon and Thoburn, 2008, 
Brandon et al., 2009).   
As this was not a longitudinal study, it was unable to investigate any changes in thresholds 
over time. However, changes in the wider demographic, policy and resource context may 
help to explain recent thresholds for intervention both in the case study authority and 
nationally. Increased ‘demand’ for child protection services may to some extent reflect 
demographic change, as there has been a significant rise in the child population recent 
years. In addition, changes in rates of intervention may reflect legal changes and migration 
flows in the past few years, especially in relation to teenagers. Case law (the Southwark 
Judgement, House of Lords, 2009)  resulted in local authorities acquiring new 
responsibilities for the placement of homeless 16-17 year olds, which contributed to a 
subsequent rise in admissions (Brooks and Brocklehurst, 2010). Similarly, a sharp rise in the 
number of unaccompanied asylum-seeking children in public care in 2015/16, following a 
policy-driven decline in the number entering the country in the preceding few years, almost 
entirely accounted for the rise in admissions in that year (Department for Education, 2016a). 
Some local authorities have also highlighted changes in local levels of need arising from 
migration from high- to low-rent authorities or from Eastern Europe (Brookes et al., 2016).  
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Widening definitions of ‘what counts’ as abuse are also likely to contribute to  the rise in 
intervention, as there has been increasing policy attention to child sexual exploitation, peer 
on peer exploitation, trafficking and  online grooming for abuse or radicalisation over the 
last ten years or so. In addition, there has been growing recognition of the potentially 
harmful effects of neglect and emotional abuse. These were the most common types of 
maltreatment reported in this study and are also the most common recorded nationally. 
The  proportion of children placed on CPPs6 due to emotional abuse rose from 17-37% 
between 2002 and 2017, while recorded neglect rose from 39-47% in the same period  
(Department for Education, 2017a, Department for Education and Skills, 2004). The steep 
rise in recorded emotional abuse is likely to stem from growing awareness of the impact 
that domestic violence may have on children and also from the Adoption and Children Act 
2002, which defined witnessing domestic violence as a form of abuse. Growing 
responsiveness to neglect is similarly likely to be due to growing awareness of evidence on 
the impact that severe neglect may have on children’s health and development, especially 
for younger children (Brandon et al., 2014, Ward et al., 2012 , Brown and Ward, 2012, Allen, 
2011). 
In addition, wider government policy since 2010 has almost certainly contributed both to 
‘demand’ for child protection services and to patterns of intervention, both in the case 
study authority and elsewhere. Cuts in spending on public services under the Coalition and 
Conservative governments’ austerity programme since 2010, and the introduction of 
greater conditionality in welfare provision, have had a significant impact on levels of need 
over the last few years. Government welfare reforms have reduced  access to housing and 
social security benefits , reduced the level of these payments in real terms and introduced 
punitive financial sanctions for minor infringements of benefit rules  (Jozwiak, 2017, Fletcher 
and Wright, 2017). There is increasing evidence that these reforms have contributed to 
rising poverty and homelessness and a massive increase in the use of emergency food 
supplies provided by food banks from 2010-2017 (Bradshaw et al., 2017, Fitzpatrick et al., 
2017, The Trussell Trust, 2017). Local authorities have reported that rising family poverty, 
deprivation, homelessness, use of temporary accommodation and stress occasioned by the 
welfare reforms have had an impact on the number of referrals and that families are 
presenting with increasingly complex and entrenched problems (Brookes and Brocklehurst, 
2014, Brookes et al., 2016).  
The changing resource context for children’s services has also had an impact on thresholds 
for services, as there have been successive cuts in government funding for local authorities 
from 2010, with the most deprived local authorities experiencing the greatest funding cuts 
(Hastings et al., 2015). As a result, in 2017 the Local Government Association stated that 
children’s social care services  were at breaking point and a survey of local authorities 
reported that 30% lacked the resources they needed to support children on CPPs or in OHC 
(Stevenson, 2017, Local Government Association, 2017). One important consequence of 
                                                     
6 Data for 2002 refer to the child protection register, the predecessor of the CPP. 
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these funding pressures has been that local spending priorities have shifted and many local 
authorities have been targeting their limited resources on later intervention with children 
with the most urgent needs,  (Brookes et al., 2016). Between 2011 and 2017 there was a fall 
in local authority spending on early intervention and family support services and a rise in 
spending on children in OHC  and children in need, a group which includes children on CPPs 
(Department for Education, 2017b, Department for Education, 2016b). Hundreds of 
children’s centres providing open-access support to parents and children have closed and, 
among those preventive services  that remain, there has been a shift to more targeted 
provision of family support  (Action for Children et al., 2016, All Party Parliamentary Group 
for Children, 2017, Frost et al., 2015, Brookes and Brocklehurst, 2014, McCardle, 2014, 
National Audit Office, 2016).  
In the context of rising demand and diminishing resources, it is perhaps not surprising that 
thresholds for the use of CPPs and OHC were high in the study authority. However, there is 
considerable local variation, a phenomenon which has long been evident in relation to rates 
of placement, reunification and adoption  (Dickens et al., 2007, Sinclair et al., 2007). A 
recent survey of English local authorities found that roughly half reported a rise in the 
number of children in OHC during the previous year while others reported a fall, with similar 
variation in relation to the use of CPPs (Brookes et al., 2016).  These variations are to some 
extent influenced by levels of demand, which tend to be higher in more deprived areas, by 
available resources and by differences in local approaches (Oliver et al., 2001, Hood et al., 
2016). For example, research has shown that local authorities in more affluent areas tend to 
place a larger proportion of children in OHC than those in more disadvantaged areas 
(Bywaters et al., 2015, Bywaters et al., 2017).  It has long been recognised that some local 
authorities may raise thresholds in order to manage demand and there is evidence that in 
recent years  some authorities have pressurised staff  to downgrade child protection cases 
from CPP to the status of ‘children in need,’ who are eligible for far more limited support 
(Stevenson, 2015, Stevenson, 2016, Thoburn et al., 1995) . Developments in national policy 
and their impact both on demand and on resources for services may therefore help to 
explain our findings that, in terms of the histories and circumstances that drew children into 
the child protection system, thresholds for intervention were high in the study authority.  
7. Conclusion   
This case study provides insights into the operation of the English child protection system 
and, specifically, the use of CPPs and placement in OHC. It also provides new evidence on 
the histories and circumstances of maltreated children supported at home on child 
protection plans, about whom there has been very little research since the mid-1990s 
(Farmer and Owen, 1995, Brandon et al., 1999, Brandon et al., 2005, Gibbons et al., 1995a). 
More is known about children in OHC, but no UK studies have systematically measured the 
severity of the abuse and neglect that either group has experienced and there has been 
barely any attention to the configurations in which different types of maltreatment occur.  
There has been much discussion of whether thresholds for intervention are too high or too 
low, as outlined in Sections 1 and 2. Our evidence suggests that thresholds for compulsory 
or quasi-compulsory intervention with maltreated children appeared to be high in the study 
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authority, as the vast majority of children removed from parents or placed on CPPs had 
experienced serious maltreatment. Possible explanations for this, including the impact of 
government austerity policies on families and services, have been discussed in the 
preceding section. While it is not possible to extrapolate from the case study authority to 
other English authorities, it seems likely that the picture would be similar in at least some of 
them, as rates of children in OHC or on CPPs in the study authority were close to the 
national average.  
Evidence of the multiplicity and severity of maltreatment has other implications for policy 
and practice too, both in relation to local service planning and to the assessment of risks to 
child development and of children’s future needs. Attention to the multiple dimensions of 
maltreatment also has important implications for research on outcomes for maltreated 
children, both those in public care and those supported at home. Taking both the severity 
and co-occurrence of maltreatment types into account will improve understanding of the 
impact of abuse and neglect on child development and so refine analysis of outcomes for 
children. 
8. Limitations to the study 
Our findings concern a single case study authority, for reasons set out in section 4.1, so we 
cannot generalise to England as a whole, especially in view of the evidence on local variation 
in rates of intervention. However, the study authority was certainly not an outlier in this 
respect, as the proportions of children on CPPs or in OHC in the authority are close to the 
national average (Department for Education, 2017c, Department for Education, 2017a). 
The study focused on children referred before they were eight years old. While its findings 
may also apply to older children, caution is needed in generalising from its results to 
children in other age groups. The large sub-sample of children of South Asian origin made it 
possible to compare the experiences of this group to white children but other ethnic groups 
in the sample were too small to allow a similar analysis. Finally, it is important to recall that 
it was not possible to follow up the children who had been adopted by the time of the 
study. Had they been included, the proportion who placed in OHC at an early age would 
almost certainly have been higher and mean duration of placement in OHC would probably 
be somewhat lower.  
This study was funded by the Economic and Social Research Council (grant ES/L002566/1).  
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